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Background: Over the past decade, development assistance for health (DAH) in Uganda has increased dramatically,
surpassing the government’s own expenditures on health. Yet primary health care and other priorities identified in
Uganda’s health sector strategic plan remain underfunded.
Methods: Using data available from the Creditor Reporting System (CRS), National Health Accounts (NHA), and
government financial reports, we examined trends in how donors channel DAH and the extent to which DAH is
aligned with sector priorities. The study follows the flow of DAH from the donor to the implementing organization,
specifying the modality used for disbursing funds and categorizing funds based on program area or support function.
Findings: Despite efforts to improve alignment through the formation of a sector-wide approach (SWAp) for health in
1999 and the creation of a fund to pool resources for identified priorities, increasingly DAH is provided as short-term,
project-based support for disease-specific initiatives, in particular HIV/AIDS.
Conclusion: These findings highlight the need to better align external resources with country priorities and refocus
attention on longer-term sector-wide objectives.
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The 2005 Paris Declaration spelled out five key principles
of aid effectiveness—ownership, alignment, harmonization,
results, and mutual accountability [1]—which have received
further support through subsequent meetings in Accra
(2008) and Busan (2011). Within the health sector, the
launch of the International Health Partnership (IHP+) in
2007 increased the global emphasis upon these principles,
encouraging development partners to align assistance with
national health plans and use country systems to disburse
and manage aid.
These global agreements built upon earlier efforts
initiated in the mid-1990s to bring together government,
donors and other key stakeholders to jointly define sector
priorities and develop a common strategy to achieve those
goals [2-9]. Known as a Sector Wide Approach (SWAp),
this process promoted the use of common arrangements
for planning, budgeting, financing, managing, monitoring,
and evaluating sector-wide investments over the medium* Correspondence: estierma@jhsph.edu
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reproduction in any medium, provided the orand long-term. Since 1997, more than 30 countries in
Africa, Latin America, Asia, and the Pacific have adopted
a SWAp for health [8,9].
Yet despite increasing efforts to better align develop-
ment assistance, with the exception of a few studies that
have focused largely on the global level [10-13], there
has been little research that systematically measures, in
quantitative terms, trends in the flow of external resources
for health, or the extent to which these resources are
aligned with country health priorities. A recent joint inde-
pendent evaluation of the Paris Declaration found that
while the Declaration has strengthened agreed norms and
standards for better practice in development assistance,
progress on aid alignment was uneven [14]. The evalu-
ation recommended that policymakers in donor countries
“match the crucial global stakes in aid and reform with
better delivery on promises made”. This leads us to ask, to
what extent has the rhetoric regarding aid alignment in
the health sector, matched on the ground realities?
Using Uganda as a case study, this paper explores trends
in development assistance for health (DAH) from 1999 to
2009 in the context of efforts to better coordinate assistance,al Ltd. This is an Open Access article distributed under the terms of the Creative
ommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and
iginal work is properly cited.
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with national health priorities. Uganda was chosen for
study because it was an early adopter of strategies to
better coordinate DAH [6,8]. Additionally, with a rela-
tively stable macroeconomic and political environment
[15,16], a relatively sound public financial management
system [15,17], the initial commitment from key govern-
ment leaders [15,18,19] and friendly relations with the
donor community [15,20], conditions in Uganda represent
those in which donor coordination mechanisms would be
expected to function well [8,21].
The Ugandan context
In 1997, the Government of Uganda (GOU), with its inter-
national partners, developed a national plan to fight pov-
erty and ill health within the country. The Poverty
Eradication Action Plan (PEAP) laid the groundwork for
the creation of the Poverty Action Fund (PAF) in 1998,
which was designed to bring together donor resources,
debt relief savings from the Highly Indebted Poor Country
(HIPC) initiative and government funds into a common
basket to finance priority programs. Within the health sec-
tor, the Ministry of Health (MOH) and development
partners adopted a SWAp to better coordinate health
projects and target efforts towards realizing objectives
articulated within the Health Sector Strategic Plan
(HSSP). Central to the plan was a renewed focus on pri-
mary health care: the plan describes the GOU’s strategy to
deliver a core package of preventative and basic curative
health services—the Ugandan National Minimum Health
Care Package (UNMHCP)—through a decentralized
health system designed to bring services closer to the
people [22].
Donors were encouraged to help finance the HSSP
through budget support, provided either as general
contributions to the government budget or channeled
through the PAF. The shift away from project-based
support towards budget support aimed to promote
greater country ownership and was viewed to be more
efficient and more supportive of the longer-term, broad
health sector objectives envisioned within the SWAp
[23-25]. Many donors did adopt this approach; within
the first few years of the SWAp, the number of donors
providing budget support increased from five in 2000/
01 to twelve in 2002/03 [25].
Where donors chose to continue providing project-
based support rather than budget support, they were
encouraged to plan projects in coordination with the over-
all SWAp and record project expenditures on the Medium
Term Expenditure Framework (MTEF), which sought to
incorporate public expenditures by both the GOU and
donors within a single three-year budget framework. This
approach aimed to improve overall planning and make
projects less disruptive to the health system by improvingpredictability of funds and better aligning project-based
support with the HSSP [24].
However, while there have been consistent efforts by
the GOU to promote alignment of DAH with govern-
ment goals and to encourage budget support by donors,
these efforts may have been undermined by concerns
about corruption. The World Bank’s aggregated indica-
tor on the control of corruption shows a slight negative
trend throughout the 2000s [26]. The perception of cor-
ruption as being as being a serious challenge to Uganda’s
health sector was aggravated by allegations of misuse of
funds from the Global Fund to Fight AIDS, Tuberculosis
and Malaria (GFATM) that surfaced in 2005 and led to
the temporary suspension of GFATM support to Uganda
and, recently in 2011, by allegations of the embezzle-
ment of donor funds intended for post-conflict recon-
struction in northern Uganda.
Methods
Objectives
This paper aims to:
 Analyze trends over time in how donors have
channeled DAH and the extent to which there has
been a shift towards on-budget and pooled funding
for health; and
 Assess the degree to which the allocation of DAH is
aligned with country priorities as articulated in the
HSSP.
Key terms and conceptual framework
For the purpose of this study, development assistance
for health (DAH) is defined as official development
assistance for health sector activities, including disease-
specific and general health sector support. This includes
both grants and concessional loans provided by gov-
ernments, multilateral institutions, and official agenciesa
as reported within the Organization for Economic Co-
operation and Development’s (OECD) Creditor Reporting
System (CRS) [27]. Debt relief savings and donations by
private individuals and foundations (e.g. Bill and Melinda
Gates Foundation) are excluded from the analysis. To the
extent possible, DAH is based on actual disbursements as
reported by donors within the CRS or as recorded on
GOU financial records, rather than commitments.
This study utilizes a health financing framework based
on the approach used in National Health Accounts
(NHA) in which resources are tracked from funding
source to financing agent, and from financing agent to
service provider or function. This paper adapts this
framework to follow how donors (the funding source)
channel resources to implementing organizations (the
financing agent), specifying the modality used by donors
for planning, pooling, and disbursing funds: general
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(SBS-PAF), on-budget project support, or off-budget
project support. Resources are then categorized based
on the relevant program area or support system (the
function). For this study, nine categories are identified
based on the priority program areas and support
systems identified within the UNMHCP [22] (Table 1).
The modality used to disburse DAH has important
implications for the alignment of donor funds with
country priorities. Since budget support is pooled with
general government revenue and allocated, disbursed,
managed and accounted for using country budgeting
processes and financial management systems, it provides
recipient governments the greatest control and owner-
ship; as such, this modality would be expected to align
closely with the government’s stated priorities. Mean-
while the extent to which project-based support is
aligned with country priorities varies depending on the
donor’s engagement in country coordination mechanisms,
as well as the extent to which donor priorities match
country priorities. Project support planned in coordination
with the SWAp and recorded on the government’s finan-
cial planning framework, the MTEF, would be expected to
align more closely than project support planned outside
these coordination mechanisms.Table 1 Health financing framework and definitions
Source of funds Modality for planning, pooling, a
Governments General budget support (GBS): GBS is prov
pooled with domestic resources. Funds are n
sectors. Instead they are allocated to health a
the GOU’s general budgeting process and ap
disbursed and managed through the public f
Sector budget support to PAF (SBS-PAF):
pools resources from donors, the governmen
single basket for priority development activiti
Donors can contribute to the PAF through b
earmarked for the health sector or through g
budget, of which a proportion is allocated to
All funds are managed through the public fin
Multilateral Institutions
• World Bank
• Africa Development Bank
• United Nations
On-budget project support: On-budget pro
consultation with the GOU and other donors
designated for specific projects in the public
implemented by the GOU, donor governmen
organizations. The process aims to better alig
government priorities and avoid duplication.
support, the decision on what type of projec
will be managed is ultimately the decision of
project.
Official Agencies
• Global Fund for AIDS,
Tuberculosis and Malaria
(GFATM)
Off-budget project support: Off-budget pro
within the MTEF. It includes projects within th
some projects implemented by donors and m
planned through the MTEF. With this approa
of projects that will be funded and the timet
activities. This approach may be selected in o
budget ceilings, to conform to guidelines of
civil society, or because of the belief that gov
or corrupt. This funding approach utilizes fina
outside the existing government structures a
implementation units.
• Global Alliance for Vaccines
and Immunizations (GAVI)This study measures alignment based on the extent to
which donor resources are allocated towards country-
identified health priorities, specifically the core program
areas and support systems which comprise the UNMHCP.
The HSSP estimated the costs of delivering the UNMHCP
over a five-year period at 954 million USD, with the
majority of funds (65%) allocated towards improving
support systems, including basic health infrastructure
and personnel development. Most of the remaining
budget (21%) was dedicated to providing basic health care,
which includes the three UNMHCP program areas of
essential clinical care, management of childhood illness,
and mental health services. A smaller proportion of the
budget was to support sexual and reproductive health
care, public health interventions, HIV/AIDS, malaria,
tuberculosis, nutrition, health education and school
health [22].
Data sources
Data on DAH was collected from the CRS, NHA, and
GOU financial reports, including Annual Budget Per-
formance Reports (ABPR), Approved Budget Estimates,
Background to the Budget (BTTB) Reports, and Annual
Health Sector Performance Reports (AHSPR) [27-44].
Based on a comparison of available data for the studynd disbursing funds Program area or support system
ided centrally to the GOU and
ot earmarked for specific
nd other sectors based upon
proved by Parliament. Funds are
inancial management system.
HIV/AIDS and sexually transmitted
diseases (STDS)
Malaria
The Poverty Action Fund (PAF)
t, and debt relief savings into a
es in support of the PEAP.
udget support specifically
eneral contributions to the PAF
wards priority health programs.
ancial management system.
Tuberculosis
Essential clinical care, management of
childhood illness and mental health
ject support is planned in
through the MTEF. Funds are
sector, which may be
t agencies, or multilateral
n external funds with
However, unlike budget
ts will be funded and how funds
the donor who finances the
Sexual and reproductive health
Public health interventions
• Environmental health
• Disease eradication
• Immunization
ject support is not planned
e private sector, as well as
ultilateral organizations but not
ch, donors determine the type
able for implementation of
rder to avoid macroeconomic
donor countries, to strengthen
ernment agencies are inefficient
ncial management systems
nd may create parallel
Nutrition
Health education and school health
Support systems
• Personnel development
• Infrastructure
• Administration
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the most comprehensive source of information on ex-
ternal funding for health for 2003 onward, but NHA
data was found to provide better information prior to
2003 (Figure 1).
The authors’ estimates of total DAH are based upon
either NHA expenditures or CRS disbursements, de-
pending on the year, plus an estimate of the share of the
government’s health budget financed through budget
support, both GBS and SBS-PAF (Additional file 1). On-
budget project support is the amount of project support
recorded on the MTEF. Off-budget project support was
estimated by subtracting the amount of on-budget pro-
ject support from the amount of total project support
reported within NHA or the CRS. The amount of GBS
provided to the health sector was estimated by multiply-
ing total GBS by the proportion of the government’s
budget allocated for health. SBS-PAF was calculated in a
similar manner: multiplying total donor contributions to
the PAF by the proportion of the PAF budget allocated
for health. Donor contributions include both earmarked
and non-earmarked grants. Since some grants earmarked
for health are already included within CRS estimates, these
funds were subtracted from the authors’ estimate of total
DAH to avoid double-counting.
All estimates were converted to 2009 constant U.S.
dollars. The CRS converts ODA from current to constant
U.S. dollars using a deflator to adjust for changes in the
exchange rate and inflation in the currency in which the
flow occurred between the year of the flow and the base
year [45]. The same approach was used to convertFigure 1 Trends in total DAH 1999–2009. Sources: WHO [29]; OECD/DAestimates reported in current Ugandan shillings to con-
stant U.S. dollars. First, Ugandan shillings for the relevant
year were converted to current U.S. dollars using the Bank
of Uganda’s (BOU) official exchange rate for the year.
Current U.S. dollars were then converted to constant U.S.
dollars by dividing this amount by the deflator used by
CRS for “total DAC flows”—the average of the deflators
of individual Development Assistance Committee (DAC)
donors, weighted by each donor’s total ODA [45].
Estimates are presented for the calendar year, consist-
ent with the reporting of CRS data. Estimates reported
based on the GOU fiscal year have been attributed to
the calendar year which corresponds to the later fiscal
year (e.g. funds for FY 2005/06 have been attributed to
the 2006 calendar year).
Results
Trends in how DAH is channeled
Total DAH has increased dramatically since 1999 (Figure 1).
From estimates of 180–240 million USD between 1999
and 2003, we see a sharp increase in DAH starting in
2004 with disbursements rapidly increasing to over
420 million USD by 2007. This has been driven in large
part by the launch of several global health initiatives,
such as the GFATM and in particular the President’s
Emergency Plan for AIDS Relief (PEPFAR) (Figure 2). In
2009, USG assistance for HIV/AIDS, including PEPFAR,
amounted to 232 million USD, over half of all DAH for
the year. GFATM, the second largest donor in 2009,
provided an additional 47 million USD to finance HIV/
AIDS, malaria and tuberculosis programs.C [27].
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to increases in project-based funding, of which most is
planned outside of the government’s financial planning
framework (Figure 3). Based on the authors’ estimatesb,
more than half of DAH in recent years was provided
as off-budget, project-based funds. Similarly, the MOH
estimates that 41% of donor project support in FY
2006/07 and 59% in FY 2009/10 was off-budget [41].
The large amount of off-budget project support can
largely be explained by the non-participation of PEPFAR
and other USG projects in national planning frameworks
like the MTEF.
In comparison to appropriations by the national govern-
ment, donors provided 3–7 times more resources to the
health sector over the study period (Figure 4). GOU
resources for health have steadily risen from 25.1 million
USD in 1999 to 115.8 million USD in 2009, and have
remained a relatively constant proportion of the total gov-
ernment budget (8-11%). However, this amount remains
small relative to rising levels of DAH.
Donors contribute more than half of funds recorded
on the GOU’s official health budget through a combin-
ation of project support, GBS, and SBS-PAF (Figure 5).
Project-based support from donors is consistently a large
source of funds. Throughout the study period (1999–
2009), project-based support contributed to 34-59% of
the official health budget.
The PAF is another important mechanism for financing
the government’s health budget. Since its creation in 1998,
the PAF has become an increasingly important source of
funds; in recent years, 35-54% of the government’s healthbudget was financed through the PAF. However, budget
support to the PAF has fallen as a proportion of total
PAF funds. Donors provided approximately half of PAF
funds in FY 1999/2000 and HIPC savings made up
much of the rest [28]. In contrast, in FY 2007/08 donor
support provided approximately 11% and savings from
HIPC only 6% of the total PAF budget [34]. Contributions
from the GOU’s own resources and, to a limited degree,
donors through GBS now provide the main source of
PAF funds [34].
Alignment of funds with sector priorities
Since 2003, we observe a large increase in DAH earmarked
for specific diseases, in particular HIV/AIDS (Figure 2).
In recent years, more than three-quarters of DAH was
allocated towards HIV/AIDS, malaria, and tuberculosis.
This is in marked contrast to the blueprint set forth in
the HSSP for allocating resources amongst the package
of priority health programs and support systems. The
proposed five-year budget in the HSSP allocates only 2%
of funds towards HIV/AIDS, 1% to malaria, and 1% to
tuberculosisb [22] (Figure 6).
Examining the distribution of project supportc by
UNMHCP cost category, we observe that funding for
support systems (infrastructure, personnel development,
administration) has steadily declined from 29% of project
support in 2003 to 7% in 2009—much lower than the
65% of funds allocated towards this category within the
budget proposed in the HSSP. Similarly, project support
for basic health care (essential clinical care, management
of childhood illness, and mental health) has declined from
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less than the 21% proposed allocation. Meanwhile
funding for public health interventions (immunization,
disease eradication, environmental health) has increased
with the introduction of the Global Alliance for Vaccines0
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1% of the budget in 2006 to an estimated 4% of the budget
in 2009—comparable with the proposed allocation of 3%.
Examining these trends in closer detail based on pro-
ject information available through CRS microdata and04 2005 2006 2007 2008 2009
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differences in the main sources of funding for different
program areas. Funding for health support systems and
essential clinical care and management of childhood
illnesses is provided through numerous, small projects0%
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Figure 6 Allocation of project support by Uganda National Minimum He(generally less than 1 million USD annually) from a di-
verse group of donors. Meanwhile, funding for HIV/AIDS,
malaria, tuberculosis, and immunizations is dominated
by multimillion dollar global health initiatives, namely
PEPFAR, GFATM, and GAVI.2006 2007 2008 2009
Malaria
Essential Clinical Care, IMCI & Mental Health
Nutrition
Public Health Interventions
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While the issue of improving donor coordination and
alignment continues to be a stated priority for the devel-
opment community, in Uganda the proportion of DAH
provided off-budget has increased in the past decade
as the proportion provided as GBS and SBS-PAF has
declined. While initially the PAF was effective in rais-
ing external funds for identified health priorities and
channeling greater resources to districts, the PAF has
become obsolete as a mechanism for donor coordin-
ation; we estimate that only 4% of DAH in 2008 and
8% in 2009 was channeled as SBS-PAF. Similarly, we
estimate that, for those same years, only 4% of DAH
was channeled as GBS. As a proxy for coordination
and alignment, the reduction in donor contributions to
the PAF and general budget indicates an off-track
course in coordinated and effective aid.
As a result, despite the increase in DAH, funding for
the UNMHCP continues to fall short of targets. In FY
2008/09, of the 41.2 USD per capita required to fully
fund the package, the budget provided only 12.50 USD
[46]. This financing gap has immediate impacts on qual-
ity of care: as of November 2008, half of government
health staff posts were vacant and shortages were even
more pronounced in lower level units [46]. Additionally,
construction of many health facilities remains incom-
plete while others are in need of rehabilitation. The rise
of vertical, disease-specific initiatives appears to have
complicated efforts to bring together partners under a
common sector-wide strategy [10,11,19,25,47-49]. In
Uganda, both PEPFAR and GFATM created parallel
systems of project and financial management, with sep-
arate monitoring and reporting requirements and, in
the case of PEPFAR, a separate funding and audit time-
table [25]. These were viewed as out of sync with the
objectives of the SWAp and, in some ways, disruptive:
requiring additional time and efforts to respond to the
separate requirements of different projects and diverting
limited human resources [25,50]. Additionally, in the
context of macroeconomic budget ceilings, project-
based support may crowd out funding for other health
sector activities [16,19,25,51,52].
While DAH in Uganda appears to be poorly aligned
with the budget priorities set out in the HSSP, there may
be a case that investment in the control and treatment
of priority diseases such as STIs, HIV/AIDS and TB can
simultaneously strengthen broader health systems. The
empirical question of the extent to which HIV/AIDS-
specific services do indeed build health systems remains
largely unanswered [53,54]; studies in Uganda indicate
mixed results [55,56]. However, even if we allow that
some of the funding for HIV/AIDS in Uganda has in-
deed served to strengthen health systems, it would seem
that there remains a substantial gap between the needfor systems strengthening identified by the government
and investment in this area by donors.
The emphasis among select donors to channel funds
as project-based support, concentrating on short-term
projects that can achieve measureable results by the end
of the project period has contributed to the preference
for contracting services through private firms and NGOs
in the case of PEPFAR, or to establish parallel imple-
mentation units within the government in the case of
GFATM, rather than providing budget support using
existing government structures [50]. Qualitative research
illuminates some of the reasons behind this preference,
namely the perception that the use of existing govern-
ment structures would delay timely disbursements and
implementation of activities and concerns about finan-
cial management [25,50]. However, this approach fo-
cused on demonstrating short-term results generally fails
to consider the importance of longer-term investments
in health infrastructure, personnel development, or insti-
tutional capacity-building within the government.
The time trends depicted in the figures reflect a grad-
ually worsening situation with respect to the proportion
of general reserves financed through budget support,
and gradually rising levels of off-budget support. While
it is tempting to attribute these trends largely to the
nature of donor engagement, and in particular the
establishment of PEPFAR and the GFATM in 2003/04,
there may be other explanations. For example, there
are factors on the recipient side which have perhaps
undermined the ability of Uganda to attract flexible
DAH. As noted in the introduction, corruption has
been a concern for donors in the Uganda context and
this was exacerbated by high profile events in 2005 and
2011. Even donors such as the UK Department for
International Development that strongly favor budget sup-
port have delayed disbursements due to dissatisfaction
with financial management in Uganda, and due to political
issues [57]. In addition some analysts have suggested that
leadership in Uganda’s health sector in recent years has
been weak compared to other sectors [58].
Limitations
Data limitations in conducting this study are acknowledged:
there were inconsistencies within and between data from
the CRS, NHA, and GOU financial reports [10,11,19].
While the CRS reports figures in constant and current
U.S. dollars for the calendar year, GOU and NHA
reports figures in current Ugandan shillings for the
fiscal year. When comparing between sources, figures
were converted to constant dollars using official exchange
rates, but it should be noted that exchange rates were
highly variable for Uganda during the study period. Add-
itionally, despite efforts to encourage donors to accurately
report spending, much spending still goes unreported.
Stierman et al. Globalization and Health 2013, 9:7 Page 9 of 11
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likely to be under-reported by donors, suggesting that
our findings may be biased towards underestimating
off-budget DAH.
Conclusions
The mismatch between the allocation of DAH and coun-
try needs (based on patterns of disease burden) or country
priorities (based on health sector strategic plans) has been
previously observed [59-61]. In particular, it has been
argued that donor spending on HIV/AIDS appears to be
in excess of need [59]. This issue and its implications for
country ownership of donor programs and aid alignment
was one of the catalytic factors behind the development of
the IHP+ with its emphasis on reciprocal accountability,
reducing the fragmentation of aid for health, and promot-
ing alignment with country priorities [62]. The same set of
concerns has also influenced President Obama’s Global
Health Initiative (GHI) which prioritizes building upon
and expanding existing country owned platforms, and
strengthening health systems [63]. As earlier research
demonstrated the potential of SWAps in promoting aid
alignment and country ownership, it may be tempting to
infer that the increased international policy focus upon
these issues, as embodied by the IHP+ and President
Obama’s GHI, has led to greater alignment. Sadly, in
Uganda at least, this is not the case.
This study is one of the first to provide a detailed
country-specific picture of patterns of DAH and how
they have evolved over time. The picture is not a salu-
tary one: despite the existence of the Ugandan PAF and
a health SWAp, DAH in Uganda is highly fragmented
and often off-budget. Most DAH is provided as support
to short-term projects rather than sector programs
planned over the longer term. This pattern has become
more marked over time. While our study only contains
data up to 2009, there is no evidence to suggest that
there has been a major shift in patterns of DAH since
that time.
While Uganda was initially a leader in the develop-
ment of strategies to better coordinate donor assistance
for health, during the past decade, problems of corrup-
tion, financial management, and relatively weak leader-
ship within the health sector may have attenuated the
Ugandan government’s ability to encourage donors to
provide flexible and aligned aid to the health sector. It
is impossible to disaggregate the relative significance of
donor factors versus recipient factors in terms of
explaining the trends observed, or to predict what
might have happened if such recipient-related factors
had not arisen. However, it is not clear if the preference
to mitigate risks through the use of more rigid, donor-
controlled funding mechanisms is the most appropriate
way to build country systems and institutions.A sizeable proportion of the DAH received by Uganda
is already specified for particular diseases; this leaves
little room for an aid-dependent government to gather
additional support from donors to finance nationally-
determined health sector priorities. There is a need to
acknowledge the limitations of donor coordination
mechanisms in Uganda, and seek more fundamental
reform in how donors plan, budget, and finance DAH
so that reality aligns better with the rhetoric.
A significant barrier to efforts to harmonize and align
aid lies in the way in which donors make decisions
regarding the allocation of DAH. Within the United States,
for example, most high-level funding decisions take
place in budget committees and congressional offices,
far removed from the health centers and communities
where funds are ultimately destined. Presidential initiatives
and congressional earmarks may crowd out aid that is
more relevant and responsive to the needs of the local
community and restrict investments in sustainable
institutions and health systems [64]. Particularly in the
context of the current recession, there is a clear tension
between the desire to earmark funds for politically
popular interventions, versus ensuring that DAH is used
as efficiently as possible, to support country health
goals. While donor governments clearly need to further
explore and address the obstacles which they face to
making flexible and aligned aid available, these efforts
also need to be matched by stronger leadership and finan-
cial management on the part of recipient governments.Endnotes
aOfficial agencies include the Global Fund to Fight
AIDS, Tuberculosis and Malaria (GFATM) and the
Global Alliance for Vaccines and Immunization (GAVI).
bIt should be noted that the small percentages
allocated towards HIV/AIDS, malaria, and tuberculosis
in the HSSP budget are not intended to reflect the full
costs of treating these diseases. Budget allocations to
other cost categories (e.g. infrastructure, essential clinical
care, and child health) also support prevention and treat-
ment of these diseases.
cBudget support is excluded from the analysis as sup-
port is not earmarked for specific program areas. Rather
it is pooled with government resources and allocated to
program areas based on government budgeting processes.Additional file
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